Idiopathic Facial Palsy SIR,-My attention has been drawn to the letter by Dr. E. D. R. Campbell (1 June, p. 561). I have previously replied to Mr. J. Groves (24 February, p. 508) privately. The evidence on which our views about the management of idiopathic facial palsy are based has been fully described and discussed in a series of publications since 1955.' A properly controlled and statistically significant trial of the use of A.C.T.H. gel in the treatment of idiopathic facial palsy has been reported in detail in another previous paper.'
Since then active work has continued, but our present trial has not yet been completed. I have recently analysed the incidence of denervation in an earlier, unpublished series of 110 successive untreated cases of idiopathic facial palsy, first seen within five days of the onset of paralysis, using the strict criteria laid down in our various publications.
In 110 consecutive cases complete recovery was found in 63 (57%). Some degree of denervation, however slight, was found in the remaining 47 (43% In a paper entitled "Dislocation of the Liver".. Mr. E. Cope and I described a young male African patient whose liver had been shifted bodily into the left upper abdominal quadrant by the apex of an excessively long sigmoid loop which had become enormously inflated after undergoing torsion, and had insinuated itself between the right lobe of the liver and the right lateral abdominal wall. At Pain Relief for Crushed Chests SIR,-Intensive physiotherapy is an essential part of the treatment of patients receiving intermittent positive-pressure respiration (I.P.P.R.) for crushed-chest injuries. Hyperinflation of the lungs followed by vibration of the chest wall in expiration, with subsequent removal of the secretions by tracheal suction, is the preferred technique. Clearly this must be extremely uncomfortable for the patient, and in the past many methods of pain relief have been suggested, ranging from thoracic epidural analgesia to inhalation of nitrous oxide and oxygen mixtures.
A simple, convenient, and practical solution to the problem of combining the advantages of hyperinflation and analgesia occurred to us (see diagram). An Entonox apparatus (3) is attached to the inlet port of a selffil-ling bag (2), in our case an Ambu resuscitator, after removing the inlet valve to facilitate the connexion. The suction exerted by the expansion of the Ambu bag is sufficient 4 to draw gas from the Entonox valve, the activating pressure of which is not more than 2.5 cm. H20. (This suction was as much as 70 cm. H20 in one bag which was tested.) If necessary, supplementary flow can be obtained by manual operation of the flowdemand valve (4) of the Entonox apparatus. The inflating valve (1) of the self-filling resuscitator is attached to the tracheostomy tube, and manual controlled ventilation with 50% N20:02 is performed for a few minutes before commencing vibration physiotherapy and is continued throughout the treatment. Unconsciousness does not occur, but sufficient analgesia results to render the compression of the chest tolerable to the patient.
Overdistension of the self-filling bag does not occur, because flow from the cylinder is stopped as soon as any rise in pressure occurs in the bag, unless of course manual operation of the flow-demand valve is continued. 
